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o April 15, 2016
An unannounced annual Fundamental Medicaid

Certification survey was conducted 03/01/2016 For individuals # 1 and #2 indicated in the
through 03/02/2016. The facility was not in
compliance with 42 CFR Part 483 Requirements
for Intermediate Care Facilities for Individuals Volunteer was not present at the Specially
with Intellectual Disabilities (ICF/IID). The Life Constituted Committee meetings on
Safety Code survey/report will follow. No
complaints were investigated during the survey.

survey, the deficiency revealed that a Citizen

multiple occurrences.

The census in this 4 certified bed facility was 4 at Corrective actions have been taken.

the time of the survey. The survey sample : Interviews were held and a Citizen Volunteer

:zgs;szt)ed of two Individual reviews (Individuals #1 was selected from the applicants. The Citizen
W 261 483.440(f)(3) PROGRAM MONITORING & W26 1 Volunteer will begin representing at the

CHANGE Specially Constituted Committee meetings

inning March 15, 2016.
The facility must designate and use a specially beginning Marc

constituted committee or committees consisting . . .
of members of facility staff, parents, legal The Citizen Volunteer will be available to

guardians, clients (as appropriate}, qualified attend the Specially Constituted Committee
persons who have either experience or training in meetings for all residents identified to
contemporary practices to change inappropriate
client behavior, and persons with no ownership or
controlling interest in the facility. 2016

require such meetings beginning March 15,

The Altavista Intermediate Care facility staff
This STANDARD is nct mst as evidenced by:

Based on staff interview and clinical record will continue to interview additional
review, the facility staff failed to designate and applicants and build a reserve of Citizen

use a specially constituted committee member Volunteers that would be available to attend

consisting of a person or persons with no . . X
ownership or controlling interest in the facility for Specially Constituted meetings as needed.

two individuals in the survey sample, Individual# Camplete by April 15, 2016.
1 and# 2,

' Findings include:

-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTA{IVE'S s:GN%J TITLE (X6) DATE
sa Haibach, Program Manager 3/11/16 J / p}’%fdm /::C?,HQM 8/////‘&

g - N - . 7
dny deficiency statement ending with an asterisk (% denotes a Jeficiency which the institution may be excused from cotrecting prowd?’ng it is determined that

sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ollowing the date of survey whether or not a plan of carrection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
iays following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued
Jrogram participation.
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During clinical record review for Individual# 1 and March 16, 2016
Individual# 2 on 03/01/16, the SCC (Specially
Constituted Commiitee) meeting minutes and The QIDP (Qualified Inteltectual Disability
member attendances were reviewed. Professional} will invite the Citizen Volunteer
The SOC meeting minutes from May 2015 to the Specially Constituted Committee
through present (March 2016) were available for meetings with at least 14 days advanced
review and revealed that a "Citizen Volunteer" notice. The QIDP (Qualified Intellectual
had not been in attendance for any of the e ] . \
meetings for either individual, Disability Professional} will monitor the

attendance of the Citizen Volunteer and
On 03/02/16 at approximately 4:00p.m., the RM : :
(Residential Manager) and QIDP (Qualified make- s,.ubstltute arrangements in the event
Intellectual Disability Professional) were asked if the Citizen Volunteer cannot attend.
a "Gitizen Volunteer' had been in attendance or Beginning March 16, 2016.
appointed. The QIDP voiced that "we" (the
facility) had someone, but they just stopped
coming and then voiced that they (the facility) had
found someone else, but that person had some
health issues. The RM and QIDP both voiced
that this position had been vacant for awhile.

No further information or documentation was
provided prior to the exit conference on 03/02/16

at 2:00p.m.
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